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Surgical Mitral Valve Edge-to-Edge Repair
Vera E. Bottari, MD,* Gloria Tamborini, MD,* Antonio L. Bartorelli, MD,*y Francesco Alamanni, MD,*y
Mauro Pepi, MD*P ercutaneous mitral valve repair (PMVR) withMitraClip (Abbott Laboratories, Abbott Park,Illinois) has emerged as a therapeutic option
for severe mitral regurgitation (MR) in high surgical
risk patients (1). Echocardiography is fundamental
in patient selection, in guiding MitraClip implanta-
tion procedure, and in assessing procedural results
(2). Previous cases of PMVR, after failure of surgical
mitral valve (MV) annuloplasty (3,4) have been re-
ported. To our knowledge, this is the ﬁrst case of
clip implantation in a patient with severe MR after a
surgical repair with the edge-to-edge technique.
A 76-year-old man was referred to our hospital for
symptomatic (New York Heart Association functional
class III) severe MR. Eight years ago, he underwent
surgical MV edge-to-edge repair, with stitching at
the posteromedial commissure and between A3-P3
scallops, without annuloplasty. Assessment of the
mechanism of recurrent MR and its quantiﬁcation
was performed by transthoracic and transesophageal
echocardiography. Transthoracic echocardiography
conﬁrmed severe MR (vena contracta 8 mm), mean
gradient was 2 mm Hg, and MV oriﬁce area 5.3 cm2.
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detachment of the Alﬁeri stitch. The stitch detach-
ment did not involve posteromedial commissure and
a regurgitant jet originated from the central peristitch
oriﬁce (Figure 1). He has been deemed at prohibi-
tive surgical risk for redo surgery, and PMVR was
proposed. The complexity of the case required the
implantation of 2 clips. The ﬁrst clip was implanted
close to the posteromedial commissure and the
second in a more lateral position to obtain a better
leaﬂet stabilization without functional stenosis
(postoperative mean gradient 3 mm Hg) and signiﬁ-
cant MR reduction (vena contracta 2 mm) (Figure 2).
Three-dimensional transesophageal echocardiog-
raphy played a key role in the guidance of the
MitraClip implantation. Accurate echocardiographic
patient selection and procedure guidance makes
PMVR feasible, even in a patient with previous edge-
to-edge surgical repair.
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FIGURE 1 Pre-Procedural TEE Assessment of MV Morphology and Regurgitation Mechanism
Real-time 3-dimensional transesophageal echocardiography (TEE) mitral valve (MV) atrial (surgical) view in systole (A) showing P2-P3 and
commissural prolapse with regurgitant oriﬁce (red arrow). Atrial (B) and ventricular views (C) of diastolic frames of the MV. The white arrow
shows maintained stitching of the posteromedial commissure. In the long-axis 3-chamber view (D), the origin of the color Doppler regurgitant
jet between P2 and P3 is clearly shown, without involvement of the posteromedial commissure. Ao ¼ aortic valve; LA ¼ left atrium; LAA ¼ left
atrial appendage; LV ¼ left ventricle; TR ¼ tricuspid valve.
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FIGURE 2 MitraClip Implantation and Procedural Results
(A) Deployment of the ﬁrst clip in the correspondence of the regurgitant oriﬁce area at P2-P3 level. (B) Three-dimensional transesophageal
echocardiography facilitated a correct positioning of the second clip by guiding the catheter and delivery system more laterally, close to the
ﬁrst clip. (C) Disappearance of the marked prolapse after the second clip implantation. (D) In the long-axis 3-chamber view, a mild residual
mitral regurgitation is shown. Abbreviations as in Figure 1.
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